In many countries, the oldest old (those aged 85 years and older) are now the fastest growing proportion of the total population. This oldest population will increasingly be living with the clinical condition of frailty. Frailty syndromes negatively impact on the person as they do the healthcare systems supporting them. Within healthcare literature ''loss of confidence'' is occasionally connected to older people living with frailty, but ambiguously described. Understanding the concept of confidence within the context of frailty could inform interventions to meet this growing challenge.
ConQual summary of findings
Background W orldwide, the number of people aged 65 or older is projected to nearly triple, from an estimated 524 million in 2010 to nearly 1.5 billion in 2050, with most of the increase occuring in developing countries. 1 In many countries, the oldest old (those aged 85 years and older) are now the fastest growing part of the total population.
In the UK, over the next 50 years, the number of people aged 65 and over is expected to double. Those 85 years and over are set to increase at least four-fold. 2 Population aging will determine future healthcare spending in both developed and developing countries in the decades to come. 3 The impact of this on healthcare delivery is of great concern to policy makers as well as healthcare providers, 2, [4] [5] [6] as this oldest population will increasingly be living with the clinical condition of frailty. Currently one in four people aged 85 years and over live with frailty. 7 Frailty is a word that is becoming increasingly important in our lexis as it is a growing phenomenon in the evidence base for clinical practice and healthcare policy relating to older people over the last 20
Population
Older people living with frailty (aged 60 years and older) and have recently experienced acute hospital and or post-acute care services in the last 12 months.
Phenomenon of interest
The concept of ''confidence'' and how this impacts on their physical health and mental well-being
Context
Studies that presented or report the older person's descriptions, understanding and meaning of confidence in relation to their frailty or recent healthcare experiences.
Synthesized finding Type of research
Dependability Credibility ConQual Score Comment Vulnerability: a fragile state of well-being that is exposed to the conflicting tensions between physical, emotional and social factors. These tensions have the capability to enhance or erode this fragile state.
Qualitative Downgrade 1 level years. 8 Clegg et al. describes two differing academic opinions of this phenomena. 9 Frailty can be seen as either a very physical attribute -a phenotype model, described by five measures (weight loss, self-reported exhaustion, low energy expenditure, slow gait speed and weak grip strength). An alternative view of frailty propositions the integration of non-physical susceptibility factors, such as emotional, psychological and social factors alongside the physical impact of aging -a cumulative effect framework. The complex nature and presentation of frailty has generated research interest to develop and validate identification strategies to enable future evaluation of effective interventions. One cumulative effect scale that has gained recent popularity because of its ease of practical application is the Clinical Frailty Scale. 10 This scale differentiates nine sub categories of frailty from fit and well to terminally ill, and gives each a defining high level name, for example: Level 4 -Vulnerable (a pre-frail category), Level 5 -Mild Frailty, Level 6 -Moderate Frailty, Level 7 -Severe Frailty. Frailty progresses over a five-to 15-year period, a person's susceptibility to frailty syndromes, such as falls, immobility, delirium, incontinence and susceptibility to medication side effects grows over this time. 11 This resonates with Clegg et al.'s definition of frailty: ''. . .an evolving clinical condition due to a consequence of age-related decline in multiple body systems, which results in vulnerability to sudden health status changes triggered by minor stress or events such as an infection or a fall at home, this in turn increases the risk of adverse outcome including delirium and disability.'' 9(p.725) It is not surprising that these frailty syndromes are the leading cause of acute hospitalization for this patient cohort. Falls presenting to the UK's National Health Service are estimated to cost £1.7 billion per year in hip fracture care alone, as over 60,000 older people fall and fracture their hip each year, that in turn contributes to 14,000 deaths, 12 whereas the financial healthcare costs of a hospitalized patient with delirium are equally high and are associated with poor outcomes. 13 One US study reported a twoand-a-half times greater per day cost than an older patient without delirium. 14 With one in eight older patients presenting at emergency departments with delirium and up to half of all hospitalized older patients experiencing delirium, this has a high personal and economic impact. 15 Overall, hospitalization has a negative effect on older people with frailty, especially as a result of immobility, sub optimal continence care and nutritional support, the latter specifically impacting in the four weeks following discharge. 16, 17 It is suggested that half of all such harms are preventable. 18 In a small study, ten days of bedrest for an older person with frailty led to the equivalent of a decade of muscle aging, and researchers concluded that deconditioning and immobility in hospital are dangerous. 19 The effect of physical well-being is more clearly understood than that of mental well-being at this time. Based on the concept of confidence, this population of older people living with frailty, particularly in the context of acute hospitalization and post-acute care, is becoming a high priority for service providers and policy makers. However, within healthcare literature, the concept of confidence in this context is hard to unearth and seems ambiguous, and when found is mostly researcher/author-centric in the descriptions. An initial search (MEDLINE and CINAHL) of the literature was undertaken to establish clarity on what confidence means and is understood by older people living with frailty, and how individuals and practitioners conceptualize and use such knowledge. No systematic reviews exploring confidence, frailty and mental well-being or physical health were identified. An individual's confidence is observed in the healthcare literature in one of only a few ways: relating to a concrete or conceptual loss; in falls literature linked to a person's fear of falling; or connected to one or two mental health and wellbeing concerns.
Nicholson et al., 20 exploring the experiences of older people living with frailty, identified ''loss of confidence'' as a recurrent phase being used in the context of an individual dealing with the impact of their physical health deterioration over time and on their psychological and social well-being. By far, the literature relating to confidence and loss sits outside qualitative research paradigms, but may give contextual insights to aid future search strategies. These include Viljanen et al.'s 21 report on the impact of sensory loss and how the fear of falling jeopardizes an individual's confidence, whilst loss of social contact/ social isolation/loneliness has been reported by a number of researchers. [22] [23] [24] [25] [26] [27] Furthermore, loss of skills such as driving skills have also been identified. However, this is discussed predominantly in the literature about skill development, promoting confidence. [29] [30] [31] Technology's influence in boosting confidence has also been reported. 22, [32] [33] [34] Connections among older people are strong, but for those living with identifiable frailty, they are variable. What comes over strongly is the impact of an individual losing their confidence resulting in additional healthcare staff contact time and resources to meet the deficit between a person's loss and their actual or perceived need. This loss of confidence is also prominent within the falls literature and is found alongside loss of independence. It is connected to the fear of falling and loss confidence in balancing. [35] [36] [37] Such psychological and social consequences of a fall are seen as the start of a vicious cycle that leads to reduced activity, physical functioning and further increased risk of falling. 38 It is recognized that periods spent on the floor, when the person is unable to get up following a fall or is waiting for help, are particularly undermining to an individual's confidence. 39 Yardley and Smith called for a better understanding of falls-related beliefs, 37 but to date, this remains an area that is largely unexplored despite its impact on older people being significant. 12 Psychological and mental wellbeing aspects of confidence are reflected in other academic work, often connected to falls studies. [40] [41] [42] [43] [44] These articulate connections to the concept of confidence that are either un-explored or used interchangeably with the established concept of self-efficacy, 45 for example, anxiety and depression relating to balance confidence 40 or perceived behavior control being referred to as confidence, when looking at psychosocial factors that could be developed to support older peoples' participation in physical activity programs. 44 Finally, it cannot be over emphasized that the preliminary searches that informed the systematic review's protocol development 46 found no narrative to inform the meaning of confidence from the perspective of an older person living with frailty. The nature of the research found identified that the term confidence was referenced more often in quantitative literature relating to assessment of falls confidence, for example, than it was in qualitatively grounded research. It therefore appears that there is minimal evidence on the meaning of confidence as a term that is commonly used in clinical practice. The need to understand an individual's belief in their physical and mental abilities when living with frailty becomes important in the context of transfer of evidence based knowledge to guide practice. It helps if we have clues on how to interpret what confidence really means to an individual and what specifically can be done by healthcare teams and communities to maintain and grow this confidence, especially in the light of significant growth in the number of older people living with frailty and dependency across the world.
This meta-synthesis set out to explore the experiences of older people's understanding of confidence from interpretive studies. The intention was to produce a valuable systematic review to better understand the meaning of confidence to an older person living with frailty. To ensure the widest scope in capturing qualitative studies describing the meaning of confidence, a lower age limit of 60 years or greater was deployed in the search criteria. This meta-synthesis is timely given the growing number of the oldest old worldwide. This review was required to inform evidence-based guidance which can be used to develop clinical practice interventions with older people who have lost confidence, or for whom it is recognized that the maintenance of their confidence is crucial to well-being and healthy living. The objectives, inclusion criteria and methods of analysis for this review were specified in advance and documented in a protocol. 46 This systematic review complies with the recommendations for reporting of systematic reviews detailed in the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines. 47 
Review objective and question
The objective of this review was to explore, from the older person's perspective, the meaning of confidence through synthesis of qualitative evidence relevant to older people living with frailty with the intention of informing healthcare research and practice, service delivery and policy.
Specifically, the review question was: What is the meaning of the term confidence from the perspective of older people living with frailty?
Inclusion criteria

Types of participants
The review considered studies that included frail adults aged 60 years and over who were currently receiving or had experienced acute hospital and or post-acute care in the last 12 months.
Frailty was recognized using either a pheno-type model (bio-medical criteria such as weight loss or timed walking) or the cumulative effect model (recognized in the aging population as a mental and/or physical health vulnerability and its particular sensitivity to minor stressors, such as an acute infection). 9 
Phenomena of interest
This review sought to understand the concept of confidence and how this impacts on the physical health and mental well-being of older people living with frailty.
Context
The review concentrated on studies that presented or reported on the older person's descriptions, understanding and meaning of confidence, as it impacts on their health and well-being as they live with their frailty and any connection to recently experienced acute hospital and or post-acute healthcare services.
A PICo 48 was developed to organize this inclusion criteria information (Table 1) .
Types of studies
This review considered studies that focused on qualitative data including, but not limited to, designs such as phenomenology, grounded theory, ethnography, action research and feminist research. Methods of data extraction such as interviews and focus group discussions were considered. Mixed method studies were included if the qualitative findings were presented separately within the publication.
Search strategy
The search strategy aimed to find published and grey literature studies. Joanna Briggs Institute's three-step search strategy was utilized in this review. 49 
Limitations of the scope of searching
Studies only published in English were considered for inclusion in this review, limited by the review 
Assessment of methodological quality
Studies selected for retrieval were assessed by two independent reviewers (FU and LB) for methodological quality prior to inclusion in the review using the standardized critical appraisal instrument from the Joanna Briggs Institute Qualitative Assessment and Review Instrument (JBI-QARI) (Appendix II), after which the reviewers met to discuss the results of the appraisal. Any disagreements between the reviewers were discussed and resolved. There was no need to refer to the third reviewer (BK).
Data extraction
Data were extracted from studies included in the review using the standardized data extraction tool from JBI-QARI (Appendix III) by the first two reviewers independently. The data extracted included specific details about the phenomena of interest, populations, context, study methods and outcomes of significance to the review question and specific objectives. Reviewers independently inputted data into the online JBI-QARI, and results were then verified by the first reviewer. Where discrepancies existed, a discussion was undertaken to seek consensus. There was no need to contact authors of primary studies for any missing information or to clarify unclear data. In addition, the third reviewer's opinion was sought to qualify the final decisions. Reviewers (FU and LB) read each paper several times to gain a comprehensive understanding of the key findings and to set them in context. One reviewer (FU) then extracted the findings from the included studies. Where possible, each extracted finding was supported by a verbatim quote from a research participant to illustrate its meaning. Where this was not possible, the study author's narrative was extracted. All findings were assigned a level of credibility (unequivocal, credible and unsupported) in line with JBI guidelines. 50 Levels were assigned depending on the extent to which supporting quotes, detail and relevant context were available and lent weight to the finding's credibility. Both reviewers evaluated the extracted findings and the assigned levels of credibility and reached agreement that they were appropriate for each paper.
Data synthesis
Qualitative research findings were pooled using the JBI-QARI online platform. 49 This involved the aggregation of all unequivocal gradedfindingsfrom the final four studies included in the synthesis. One reviewer (FU) led the meta-synthesis to generate a set of statements that represented the aggregation, through assembling the findings based on similarity in meaning (explored in the results section below). Review and reexamination of the original studies, alongside prospective disclosure with co-reviewers (LB and BK) built consensus on interpretation. In the same process these categories were then subjected to meta-synthesis in order to produce a single synthesized finding.
Results
The first phase of the search of MEDLINE (OVID) and CINAHL databases was undertaken using the key words: confidence; (excluding ''confidence interval(s)''); old(er) people; frailty. This elicited 57 and 31 studies respectively that met the PICo (Table 1) . After removal of duplicates, a final 63 studies underwent a review of title, abstract and subject heading terms. Seven studies cited ''confidence'' in their abstract, directly attributable to an expressed older person's viewpoint. 34, [51] [52] [53] [54] [55] [56] Seven additional studies were assessed to have a high probability of documenting an older person's voice expressing a meaningful description of confidence as they deployed methodological approaches where quotes of research participants would be expected to be expressed. [57] [58] [59] [60] [61] [62] [63] The subject heading terms of these 14 studies had their term relationships assessed to conclude the final search strategies to be used in the comprehensive second phase search strategy.
Following the second phase comprehensive literature search of databases and web platforms, 11,395 records were identified ( Figure 1 ). An additional article referenced in the systematic review's protocol 46 had not been identified in any of the detailed literature reviews -Nicholson et al. 20 This was included alongside a further study by the same authors. 64 A third article was included, found by the author (FU) while reviewing research papers relating to his earlier exploration of what confidence may mean -Wallin et al. 65 In total, a final 11,398 studies were identified. After removing duplicates, 8960 records had their title, abstract and subject headings reviewed to identify qualitative research studies that met the PICo criteria. 48 This evaluation phase excluded a further 8670 records. Twenty studies were found eligible for full-text article inclusion in the review (Appendix IV).
The third phase of the search criteria required the reference lists of all identified articles to be searched for any additional studies for inclusion at this stage. Guided by comprehensive reading of the studies, this elicited no further records to be included.
All 20 studies underwent critical appraisal for methodological quality using the Joanna Briggs Institute's Critical Appraisal Checklist for Interpretive Research (Appendix II) by the two reviewers. All reviewers were satisfied with the outcome of the critical appraisal stage. At this point 16 studies were excluded. The overarching reason for the 16 studies being rejected at the critical appraisal stage was not necessarily due to research rigor but because no quoted voices of older people were found. The studies mostly contained narrative voices talking of confidence, i.e. third-person opinions and researcher interpretations of the participants' experiences. Because none contained documented voices of the older people talking explicitly of their confidence at this stage of the review, they were rejected as they would not contribute to the main aim of the review. Appendix V sets out the rationale for study exclusion. This becomes an emerging significant and a 
Description of included studies
Data extraction details of the four included studies are set out in Table 2 . One hundred and thirty participants were included across the four included studies (range 11 to 77). Overall, elements of the PICo were strong across all four studies. However, one element was consistently weakerthe ability for the reviewers to assess fully the participants' levels of frailty. Beesley et al.'s postischemic stroke cohort, a morbidity connected to the frailty condition, 11 reported experiences of role loss and lifestyle change. 66 Tung et al.'s study noted that participants were living with limited functional status after orthopedic surgery that impacted on their everyday lives which led to life style changes and restrictions, 31 whereas in Resnick's study, frailty was recognized in the reference to coding data -the term fatigue (interpreted as ''being slowed up'') was noted as a problem associated with physical function. 67 The reviewers considered this against the context of two key categories of the Clinical Frailty ScaleVulnerable and Mildly Frail, two that importantly differentiate between frailty and its pre-frail state: 4 (Vulnerable) -While not dependent on others for daily help, often symptoms limit activities. A common complaint is being ''slowed up'', and/or being tired during the day. 5 (Mildly Frail) -These people often have more evident slowing, and need help in high order IADLs (finances, transportation, heavy housework, medications). Typically, mild frailty progressively impairs shopping and walking outside alone, meal preparation and housework.
10(p.490),68
The reviewers felt that most research participants would have been placed towards the less frail end of a frailty continuum, around the above two statements. The four studies were included in the review, balanced on the conviction that frailty was implicit within each of them. However, this clearly illustrates how difficult the judgments were. There were recognized benefits by the reviewers that their contribution could support the overall aim of the review given the paucity of available literature. Equally, this was recognized as a significant limitation too.
Three of the four studies studied older people in the context of rehabilitation programs following acute care 31, 65, 67 and the forth is described as being in the arts health paradigm, promoting well-being through art therapy. 66 Although not a traditionally funded health or social care acute or post-acute care program, it was for their research study and connected to the grounding of the other studies -postacute care services, therapeutic, restorative and within a rehabilitative paradigm. Two of the studies were undertaken initially within inpatient rehabilitation facilities with follow-up in the community, 31, 65 one undertook interviews within 48 hours of discharge from a rehabilitation facility 67 and one was undertaken solely in the community. 66 
Methodological quality
The results of the critical appraisal, assessing methodological quality, for the four included studies 31, [65] [66] [67] are presented in Table 3 . The ten questions relate to the questions in the JBI-QARI critical appraisal checklist (Appendix II). 
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Considering the limited number of studies identified the reviewers decided not to exclude any study based on methodological quality in order capture the few voices of older people available, the four studies had similar scores (Table 3) . When judged collectively all scored 0% for Q6 (There is a statement locating the researcher culturally or theoretically) and Q7 (The influence of the researcher on the research, and visa-versa, is addressed). This illustrates a consistently poor attainment of expectations in reporting high quality research studies in relations to these criteria. 50 In critically evaluating research, the impact of the researcher on the study should be explicitly described. Understanding their beliefs and values are important; 50 this goes beyond presuming their study's introduction sets this context. In addition, there is a need for a robust and explicit self-critique by the qualitative researcher. Walin et al. 65 and Beesley et al. 66 mentioned data triangulation and described rigorous approaches to limiting researcher bias in the data interpretation phase, as did Tung et al. 31 and Resnick. 67 However, all four failed to describe methodological considerations related to their research, for example, in research question development, the following were absent: how adjustment was made for sensory impairment for an older aged research population; any consequences during the data collection phase (interviews); or how their relationships regarding perceived power and their societal position with their research participants were minimized or how this may have impacted on their results.
As for methodological aspects of the studies, two made specific commitments to a theoretical construct: naturalistic/constructivist inquiry 67 and grounded theory. 66 The other two committed to a qualitative methodology against no philosophical framework. Each used individual semi-structured interview methods to collect data, one complemented this with focus group data. 66 In total, only eight direct quotes from older people were found across the four studies. 31, [65] [66] [67] The most important aspect these four studies brought to this systematic review is hitherto unrevealed voices this review set out to discover.
Results of the meta-synthesis
Twelve findings were extracted from the four included studies (Appendix VI).
31,65-67
The Resnick 67 study cited 11 themes, presented under two high-level categories. Only these two high-level study categories were used in data aggregation. The first named category was also the first themePersonal experiences: this encompassed the quoted voice from the older research participant talking about confidence. The other 10 themes were classified broadly under the second category -Information that influenced efficacy beliefs. It was agreed by the reviewers that individually these ten themes added nothing more to the overall review's aim. Therefore, this study's second high-level category was dealt with as a single finding in this review.
Of the 12 findings, half were evidence graded as Unequivocal [U]: described as: ''evidence beyond reasonable doubt that may include findings that are matter of fact, directly reported/observed and not open to challenge''. 50(p.156) This sub-group of six findings all had attributable research participants' quotes that had a direct contextual inference to the finding. In total, there were eight quotes (Appendix VI). Table 4 presents the summary of findings that include the results of category aggregation. Three categories with contextual statements emerged from the process of repeated review of the studies' findings and analyses of the written quotes from research participants: Belief, Independence and Social connectedness. The development and interpretation of these categories was drawn from the studies' findings by describing and revising a contextual definition for each category. This was valuable in affirming the categories were accurate. These contextual definitions were read back into the studies' text until no further amendments could be made. A level of saturation was reached with these descriptions.
To give a level of additional validity, Table 5 presents the contextual definition of these categories against a dictionary definition.
These three categories were meta-aggregated and a single finding emerged -Vulnerability: a fragile state of well-being that is exposed to the conflicting tensions between physical, emotional and social factors capable of enhancing or eroding this state (Table 4) .
In line with the development of aggregated categories, the meta-synthesis drew on the emergent categories and their contextual meaning along with reexamination of the original voices of the older research participants. Belief An emotional drive to achieve an outcome or a selfbelief in oneself to achieve a goal 65(p.154) This can clearly be seen to relate back to the categories -independence and belief as it informs the synthesized finding of Vulnerability.
The final interplay of these elements is how they are interconnected to a person's physical, psychological and social situation. This is best seen through Jessica's words, a research participant from Tung et al.'s study. 31 Describing her transition back home, she said: ''I had my daughter come and do the work for the first week, look after me, stay with me ... she did everything. She was a great help. ... you know that was what I needed to have someone here with me for the first week and then I said you can go home because I was more confident and you didn't need to be here.'' 31(p1220) An initial vulnerability, where confidence was low, was overcome through physical and practical assistance given by her daughter. A growth of physical and psychological well-being brought about a confidence to no longer ask for such help. The social connectedness finding is obvious.
When exploring additional validity, a comparison of the contextual definition, as illustrated above, it is useful to consider it against a dictionary definition: ''Vulnerability -able to be easily physically, emotionally, or mentally hurt, influenced, or attacked''. 69 This reflects a negative impact and does not mention any social paradigm. Noticeably, from the four studies, two very directly identified wider social associations linked to confidence. 31, 66 All authors were satisfied with the findings from the final data aggregation, which were then additionally shared with and affirmed by a patient and public involvement group formed to develop this review and other frailty related research ideas. They acknowledged that these aggregated finding comes from a limited number of studies. They reported that these data start to tell a story that will resonate with older people and will hopefully support practitioners exploring this concept further both academically and in practice.
Discussion
The aggregated finding of this review is drawn from just four research studies that met the inclusion criteria. 31, [65] [66] [67] Therefore, no claims of new knowledge can be made to inform older people, practitioners, researchers, service providers or policy makers. However, an important question arises from these very limited data -where do we progress from here based on the review findings reported?
The word ''vulnerable'' is found to affirm the meaning of frailty, illustrated in a further definition of the term by Walston and Bandeen-Roche: ''. . . a nonspecific age-associated vulnerability, reflected in an accumulation of medical, social, and functional deficits.'' 70(p.1) A biopsychosocial 71 connection to health and wellbeing is reflected in the review's three emergent categories from study findings that aggregated the final finding -Vulnerability (Table 4 ). The category ''Belief'' recognizes the emotional/psychological desire to achieve a goal; in the category ''Independence'', the connection of confidence to (bio)physical/ functional as well as emotional constructs was evident in participants' narratives (these were often referred to as self-efficacy), and finally the category ''Social connectedness'' acknowledges how the social domain interplayed on confidence and the other categories.
This review recognizes that the topic of confidence is referred to across a wide range of literature connected to older people, many living with frailty. However, the meaning and understanding of confidence remains contextually unexplored in the literature. Without truly knowing what the concept means, much goes misinterpreted and misunderstood. This opens an opportunity for an integrative research program to address the paucity in literature that this review highlights, including the concept of confidence, that is, one drawn from older people living with frailty. This concept needs developing as it would allow detailed exploration of the relationship between confidence and frailty. In-depth understanding will lead to insights into new frailty prevention and intervention strategies. Furthermore, the question -could a restoration of lost confidence reverse frailty or stall its progress? -presents an area for further academic enquiry, as developing measures of confidence in this frail population could assist health care professionals and services to make a positive impact on interventional work across frailty pathways of care. Opportunities arise for new and innovative interventional approaches developed from the research and subsequent evaluation of these approaches. It is important for older people, practitioners, service providers and policy makers that research exploring meaning and understanding of confidence is undertaken.
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Limitation of the review
As discussed earlier, the review did not identify voices of the frail older people that could provide meaning and understanding of the concept of confidence. The synthesized findings of this review were drawn from just four research studies that met the inclusion criteria. Therefore claims that an understanding of the concept confidence has been reached cannot be made. The review data offered limited insights into the concept of confidence as described by the cohort of older people living with frailty. Identifying frailty amongst research participants was more difficult to determine than expected, even with very clear definitions. The healthcare setting for these participants was rehabilitative (post-acute), rather than acute care. Only studies in English were reviewed and these were from developed countries. However, despite this, an important starting point has been generated from this literature and one that has some synergy with the interest of academics and healthcare practitioners today.
Conclusions
This systematic review set out to explore, from the older person's perspective, the meaning of confidence through synthesis of the qualitative evidence relevant to those living with frailty. It sought to inform healthcare practices, future research, service delivery and policy. This comprehensive review unearthed a true unknown -the literature reviewed comprised no voices from the frailest older population to give meaning to confidence in relation to living with frailty. A very small subgroup of research participants hinted at some understanding of what confidence meant to them. They described confidence in relation to an aggregated finding of Vulnerability, interdependent on their physical, psychological and social status. There remain unanswered questions which should be of interest to professionals, academics, providers and policy makers.
Recommendations
Using the Joanna Briggs Institute guidance for recommendation development 72 implications for practice and research have been identified and recommendations made. Grade A recommendations are strong and Grade B are weaker recommendations.
Implications for practice
Voices of older people living with established frailty were not found and as a result there is insufficient evidence to offer an understanding of the meaning of confidence. Therefore, practitioners should consider how they identify frailty in practice and how they capture and report older people describing their confidence in practice and its personal impact on them. Specific recommendations are listed in Table 6 .
Implications for research
The systematic review convincingly calls for more research into understanding the meaning of confidence from the frailest in our communities. Based on the review's PICo (Table 1) , the following research questions arise:
How is confidence recognized and understood in acute hospital and post-acute care services for older people living with frailty? What are older people's experiences of how these services affect how they understand and respond to their confidence? What are the implications for practice and service development based on older peoples' experiences of how confidence is understood and responded to in acute hospital and post-acute care services? What is this concept of confidence? (Construct the concept of confidence for this frail population.) How does the concept of confidence connect to and influence frailty experienced by older people with respect to their physical health and mental well-being? Can a concept of confidence be developed that translates to developing countries which face significant population growth of the oldest old in the coming decades, as is currently being faced by developed countries. It is therefore timely and appropriate to pursue a program of research to explore, develop and evaluate the concept of confidence in this vulnerable population. These research questions have been transposed to research recommendations in Table 7 . Improving self-efficacy through adaptive strategies and goal setting Illustration ''Participants were able to improve their self-efficacy in relation to the rehabilitation programme at home through adaptations and modifications made to daily activities and by setting goals to continue their normal lives and activities. These consequently increased their overall confidence in managing challenging situations within the rehabilitation process... Participants used various walking aids and facilities, depending on individual capability, to improve confidence with situations and environments. They though this allowed them to continue with their independent living...'' (p.1222) ''Well, when I first came home and i had a walker, you know and I walked around here and I hated it, but it gave me great confidence, It really did give me confidence... 
Finding 1 [Unequivocal]
A sense of confidence with everyday life Illustration ''This category 'sense of confidence with everyday life' includes ... the various benefits they perceived from the rehabilitation. Many of these were framed in a coherent story that described incidents in their lives that were challenging or had caused problems. ...benefits were interwoven with senses of being able to take care of oneself, of coping with everyday life, with improving physical ability and with experiencing encouraging interactions with the staff.'' (p.152) ''Q: If you consider the meaning of this spell in rehabilitation in terms of how you can manage at home, what in your opinion have been the benefits? A: Well it's been pretty good, it's given me a lot of confidence. You began to feel you can cope on your own ... without help. like these nurses no longer have to come round twice a day, not even once. So it's given (me) the confidence to cope without help at home.'' (p.154) ''Q: Whose idea was this that you practice these kinds of things? A: Well it was getting out of a chair, this was what they were teaching us. We used a higher chair to get up and then next a lower one ... and then I said that I'll fall over and I won't be able to get up. And then we started talking, and they asked me, 'Should we practice this?' and I said 'absolutely'. And then we tried it, several times, and every day it went better and better. It really helped build up your confidence (to the point that I) can get up.'' (p.154) Sense of disappointment in the rehabilitation program Illustration ''The participants who tended to be among the more articulate and more proactive when at home in reaching their goals went to the rehabilitation programme, which appeared to them to have a pre-set format and to lack opportunities for participation in its planning or goal setting. 
